Peribulbar and retrobulbar anaesthesia are commonly used techniques in cataract extraction. They offer satisfactory analgesia and akinesia but serious complications although uncommon are consistently reported. Intravenous sedation combined with a facial nerve block offers an alternative method of anaesthesia. This is a retrospective study of patients who underwent extracapsular cataract extraction using this technique between 1 January 1986 and 1 September 1990. The operating conditions were judged to be very suitable with minimal peroperative complications. The postoperative ocular complication rate was low (minimum foliow-up 3 months) and no serious medical complications were noted: 93-8% of patients achieved 6/12 vision or better. This study demonstrates that it is possible to achieve satisfactory ocular analgesia and akinesia during cataract extraction under local anaesthesia without the use of a periocular injection.
It has been reported that comparable ocular akinesia and analgesia are achieved using retrobulbar one-site periocular injection' or superior bulbar subconjunctival bupivacaine and hyaluronidase.2 Other authors3 have reported retrobulbar and facial nerve block as a satisfactory technique for local anaesthesia.
Retrobulbar block for cataract surgery although relatively safe has infrequent but serious complications which have been consistently reported. These include intradural or subarachnoid injection;4 retrobulbar haematoma in 1-3% of cases;5 central retinal artery or vein occlusion;6 optic nerve contusion and atrophy;7 perforation of the globe;8 and rarely lifethreatening apnoea. 9 Despite these risks absolute ocular akinesia is not guaranteed. Peribulbar anaesthesia using a shorter needle outside the muscle cone was suggested to eliminate some of the complications while providing similar akinesia and analgesia.'0 It does not eliminate the risk of globe perforation" although a series of 6000 cases has been reported in which no scleral perforation occurred. '2 We describe our experience using an alternative method of local anaesthesia without periocular injection. Table 1 ).
Patients and methods
The preoperative corrected visual acuity was 6/24 or less in 76% of patients (see Table 2 ). A subgroup of 24% of patients had vision of 6/18 or better -all had focal posterior cataracts or advancing nuclear sclerosis producing a significant visual handicap. Following surgery the corrected visual acuity of these patients improved to 6/12 or better in 93-8% of cases. Of those patients achieving less than 6/18 vision 102 patients were noted to have pre-existing ocular conditions unrelated to the surgery contributing to their poor visual outcome (see Table 3 ). In six patients poor visual outcome was secondary to complications related to surgery -one case of endophthalmitis, one choroidal haemorrhage, four patients with refractive errors. In three patients no reason for the reduced visual acuity had been recorded in the notes. 
Discussion
In this study cataract surgery was performed under intravenous sedation combined with a facial nerve block and topical anaesthesia. Ocular akinesia and anaesthesia were judged by the surgeon to be very suitable for operating without the inherent risks and unpleasantness of a periocular injection. The anticipated difficulties due to excessive eye movement did not materialise. Any residual movement was slight and in the horizontal plane so the surgeon was easily able to compensate for it. One patient sustained a posterior capsule rupture with vitreous loss after making a large head movement when he was startled by someone entering the theatre. Head movements are a risk in all cases performed under local anaesthesia'3 including retrobulbar anaesthesia. We believe however that there is a lower incidence of such problems when intravenous sedation is used.
The combination of droperidol and fentanyl induces a state of 'neuroleptanalgesia' with the emetic effect of fentanyl a powerful analgesic being offset by the anti-emetic effect of the tranquilliser droperidol. There is a relative insensitivity to pain and the patients stay motionless quite indifferent to their surroundings. Nevertheless they retain consciousness and respond to commands (albeit a little sluggishly).
It became clear to us that with adequate topical anaesthesia a cataract procedure is not in essence a painful procedure. The sedation does not render the patient unable to respond to pain -if a painful procedure such as a peripheral iridectomy was carried out the patient would respond and express discomfort. Increasing the degree of sedation does not counter discomfort, but merely tends to produce patient confusion and detracts from the patient's ability to comply with commands.
There was a very low incidence of medical complications even in this elderly age group, with no major medical problems documented. The recovery period was rapid without nausea and the majority of patients were able to drink within 30 minutes of returning to the ward.
The 3% incidence of urinary retention among male patients compares with reports of 6% of patients developing urinary retention following general surgical procedures. '4 In the latter study it was noted that urinary retention was more common following opiate analgesia and it is possible that the use of fentanyl for neuroleptanalgesia may contribute to the problem of urinary retention either by causing a diminished awareness of bladder sensation or by reducing parasympathetic tone in the bladder.
In our department unless a relief anaesthetist is present who is unfamiliar with the technique a general anaesthetic is given for the following indications: mental subnormality; language difficulties; extreme agitation; age less than 50; or a strong patient preference.
A satisfactory general anaesthetic does guarantee absolute ocular akinesia and usually allows the eye to be kept soft. It 
